Clinical and epidemiological features of idiopathic cardiomegaly in Jamaica are reviewed, and the high community prevalence of the disorder is shown.
complexes characteristic of left ventricular hypertrophy.
The differences and similarities between idiopathic cardiomegaly and coronary heart disease are shown. A possible role for intramuscular lignocaine in the control of the chronic ventricular ectopic rhythms is demonstrated.
There is a statistically significant association between idiopathic cardiomegaly and positive serological tests for treponemal infection.
The hearts are invariably hypertrophied at necropsy. In some hearts the smaller intramuscular coronary arteries show occlusive changes. Their possible nature and significance are discussed.
In I963 we described patients with unexplained cardiomegaly seen clinically and at necropsy at the University Hospital in Jamaica (Stuart and Hayes, I963) . This and subsequent papers showed a high prevalence of the disorder in Jamaica and noted its occurrence in other West Indian communities. The patients were mainly from the lower income groups. In many there was a gradual downhill course with a progressively refractive cardiac failure. In another category the cardiac failure when present was readily controlled and death was either sudden or unexpected. There were also a number of patients in whom cardiac hypertrophy was an unexpected finding on examination for unrelated reasons. Three clinical types were described, simulating ischaemic heart disease, valvular heart disease, or constrictive pericarditis. At necropsy the hearts showed a conspicuous and uniform enlargement with dilatation of all four chambers. Myocardial fibrosis was non-specific, and cellular infiltration was mild or absent. In nine of our initial 29 cases there was associated hepatic cirrhosis or fibrosis. There was also a high prevalence of the electrocardiographic changes which are commonly associated with major or minor degrees of coronary insufficiency.
Subsequent studies Subsequent epidemiological studies of population samples in Jamaica showed an unexpectedly large number of relatively symptomless subjects with electrocardiographic signs usually considered characteristic of ischaemic heart disease (Fodor et al., I964) . These surveys of two communities, one in a rural and the other in a suburban area, showed a higher prevalence of such electrocardiographic abnormalities than were found in similar surveys in the United States or Britain. We also found that cardiothoracic ratios calculated from anteroposterior chest radiographs were higher in Jamaica than in Wales (Stuart et al., I962; Ashcroft and Miall, I969). These findings are difficult to explain in a community in which coronary atheroma and myocardial infarction are known to be uncommon (Robertson, 1959) . Their frequent association, however, with symptoms of mild angina suggested not only a high community prevalence of an unusual formn of heart disease but also that I88 Stuart and Bras these might be early examples of the disorder characterized in later life by unexplained cardiomegaly, congestive heart failure, and often sudden death.
Other studies in Jamaica showed the not uncommon association of idiopathic cardiomegaly with pregnancy, constituting the group usually known as peripartal or puerperal cardiomyopathy (Stuart, I968) .
Laboratory studies showed that there was no higher prevalence of heart antigens in these cardiomyopathies than was found in rheumatic, hypertensive, or other forms of acquired heart disease (Wilson and Stuart, I970 Table 2 shows an even higher prevalence in women, rising to I4 and I7 per cent in similar population samples in the 55-64 decade. Table 3 shows the mode of death in the 46 patients who died. In II (24%) death appeared to result solely from progressively refractive cardiac failure. It is this relatively small group, with its high morbidity and high hospital admission rate, which until recently provided most of our clinical and hospital experience of this disorder and accounted for our initial and probably false impression that the disorder was associated with an excessively high morbidity rate, that the course was progressive and inexorable, and that the prognosis after the development of heart failure was poor. Subsequent follow-up studies have shown that even after the initial onset of failure survival for I0 years or more without further decompensation was not uncommon. In 25 of the 46 patients (54%) death was sudden or unexpected and not due to congestive failure, which when present had been reasonably well controlled. The importance of this group in the assessment of the mortality from this disorder cannot be overemphasized.
Mortality statistics
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In IO patients (22%) information about the mode of death was too inadequate for this to be classified accurately. Hearts enlarged to this extent on the basis of coronary artery disease do not normally show such high voltage potentials on electrocardiographic examination. These observations also confirm our impression that hypertrophy is the dominant lesion in these hearts and that wall-cavity ratios are high, and probably higher than those seen in congestive cardiomyopathy in other areas.
Electrocardiographic findings
The electrocardiographic patterns commonly associated with ischaemic heart disease, the high prevalence of multiple ventricular extrasystoles, their common association with symptoms of mild angina and with the occur- as has been achieved in coronary heart disease. We have tested the effectiveness and duration of action of intramuscular lignocaine in reducing the number of ventricular extrasystoles. We thought that this would avoid many of the impracticalities of the intravenous route and produce a more sustained effect.
Scott and his colleagues (I968) have shown that intramuscular lignocaine can achieve plasma levels considered effective for the suppression of arrhythmias, and that these levels are quickly reached and may be maintained for a considerable period of time. The dose of choice seems to be 2oo mg., which achieves adequate but not dangerously high serum levels of lignocaine.
The effects of intramuscular lignocaine in the first nine patients we studied are shown in (Campbell et al., 197I) . Gross cardiomegaly was present in the 2I cases studied at necropsy, the average heart weight being 675 g. Two hearts actually weighed more than a kilogram each. The characteristic globular appearance is seen in Fig. 2 .
Dilatation and hypertrophy of all chambers was the rule. The myocardium was usually of normal consistency. In only two hearts was there easily discernible fibrosis in the gross specimen. Endocardial thickening was not a constant feature; it was mild and was usually limited to irregular mild fibrosis in the outflow tract. In four hearts small mural thrombi were seen in the apices of both ventricles.
The valves were in all cases within normal limits. The larger coronary vessels were free from atheromatous narrowing and in the majority of cases presented a normal picture when opened longitudinally. Coronary angiography was performed on 7 hearts. Fig. 3 The intramuscular coronary arteries In 3 of the hearts examined by serial sections it was noticed that many intramural vessels extending over several millimetres showed thickening of their walls. There was consequently a narrowing of the lumen, very obvious in some instances. The nature of this lesion is fully described in our previous paper. Fig. 4 and 5 are illustrative.
It should perhaps be re-emphasized that these changes in the intramural vessels occurred without a concomitant lesion in the large coronary arteries.
Histological changes in the myocardium were usually absent or non-specific. Japanese workers have recently described the occurrence ofunexplained cardiac failure in patients who were found to have normal main coronary artery systems but with occlusive abnormalities in the intramuscular vessels between 8o and 500 ,um. in diameter (Donomae et al., I962) . They suggested that the lesions in these vessels may lead to chronic cardiac failure without anginal pain or other symptoms. They further suggest that in Japan, with its low rate of coronary atherosclerosis, presumably because of a low fat diet, coronary arteriolar sclerosis could be an important cause of the silent type of coronary heart disease which is so common in that country.
Our findings also suggest that in Jamaica, with its comparable low rate of atherosclerosis, sclerosis of the smaller coronary vessels may be the cause of a type of coronary heart disease presenting clinically as unexplained cardiac enlargement and cardiac failure.
The implication is strong that the background of some cases of idiopathic cardiomegaly may be myocardial ischaemia occurring at a gradual and insidious pace and probably diffusely involving a smaller category of coronary vessel.
Although it is unlikely that this would entirely explain the high prevalence of the cardiomyopathies in Jamaica, it may provide useful additional information about at least a number of these unusual cases. The high association with a positive serology may also provide an additional avenue for further study. Although there are still many gaps in our knowledge, our opportunities for prolonged and detailed clinical and epidemiological study 
